Research is needed to demonstrate the application of person-and relationship-centered care to nursing home practice. This article aimed to find a suitable person/relationshipcentered framework to assist with mobility care practice improvements in nursing homes. Design and Method: The authors discuss the task of mobility care, the nature of person-and relationship-centered care, and the significance of such approaches to mobility care. The Senses Framework (Nolan, Davies, Ryan, & Keady, 2008) is employed to develop mobility care practice improvement objectives. Results: The objectives are used to evaluate outcomes from 2 hypothetical scenarios to illustrate the possible value of the Senses Framework. Implications: The Senses Framework facilitated development of objectives for mobility care practice improvement that considers the needs of all stakeholders.
Quality mobility care in nursing homes requires promotion of resident mobility and function, thus enhancing residents' quality of life (Weening-Dijksterhuis, de Greef, Scherder, Slaets, & van der Schans, 2011) . Although care staff (nurse assistants) are in a key position to provide residents with assistance and encouragement in mobility, they may not be familiar with mobilityenhancing strategies (Bourret, Bernick, Cott, & Kontos, 2002) . Furthermore, staff shortages may result in the elimination of time consuming tasks such as range of motion exercises and walking (Bowers, Esmond, & Jacobson, 2000) . It may also be challenging for staff to safely and effectively assist residents, especially when residents suffer from dementia (Wångblad, Ekblad, Wijk, & Ivanoff, 2009; Brown Wilson, 2000) . A final concern is that staff may adopt strategies such as standardization of care or situation avoidance, impeding development of caring and supportive relationships with residents (Boeije, Nievaard, & Casparie, 1997) .
Person-centered health care research over the past two decades has emphasized the importance of relationships and communication in caring and therapeutic environments (Dow, Haralambous, Bremmer, & Fearn, 2006) . The establishment of good resident-staff relationships and communication are essential for optimal mobility care (Bourret et al., 2002; Kindblom-Rising, Wahlstrom, Ekman, Buer, & Nilsson-Wikmar, 2010) . The value of communication when assisting those with dementia to mobilize has also been described (Oddy, 1987) . As the prevalence of dementia is increasing (Chenoweth et al., 2009) , numbers of residents with dementia in nursing homes are likely to increase and a focus on quality care, quality of life, and risk management in this growing field is required (Clarke et al., 2011) .
Person-centered care, where knowing residents' life stories is important, may better meet the needs of those with dementia including during mobility care (Brooker, 2004; Chenoweth et al., 2009) . The "positive person" work of Kitwood (1997) and the Bradford Dementia Group, considered by many to be the vanguard of person-centered care for those with dementia (Dewing, 2004; Kontos, 2005) , highlighted the idea of "malignant social pathology" where aspects of deterioration in dementia are attributed to the psychosocial environment (Kitwood, 1997) . Brooker (2004) defines person-centered care as valuing the resident as a person, understanding their perspective, treating the resident as an individual, and the provision of a positive social environment.
Other models of care, described as relationship centered, have also been developed (Tresolini & the Pew-Fetzer Task Force, 1994) . These approaches focus beyond the resident-staff relationship and person-centered approaches to consider the needs of other stakeholders, such as other residents, carers, and residents' families (Nolan, Davies, Brown, Keady, & Nolan, 2004; Brown Wilson, 2009 ). However, despite developments in conceptualization of both person-and relationshipcentered care, further work is required for such frameworks to be applicable to practice (Dewing, 2004; Morgan & Yoder, 2012) .
The aim of this article was to explore how person-and relationship-centered approaches to care are relevant to mobility care in nursing homes. The article commences with discussion of key aspects of mobility care as a task, and then examines person-and relationship-centered care and their relevance to mobility care. Finally, two hypothetical scenarios, designed to resonate with practitioners, illustrate application of Nolan's Senses Framework to mobility care in nursing homes.
Mobility Care-The Task
Care in nursing homes has two dimensions: the task and the relationship (Edvardsson, Winblad, & Sandman, 2008) . Davies, Laker, and Ellis (1997) categorize a focus on tasks and routines as "task-centered care" and a focus on choice and consultation within a relationship as "person-centered care." When considering the task of assisted mobility, mobility refers to the ability of older individuals to move within their environment performing functional tasks such as transfers and ambulation (Ouellet & Rush, 1996) . Mobility goals ideally aim to promote or optimize residents' mobility (Brown Wilson, 2000) . This means the aim is to improve or maintain mobility where possible, or to minimize decline associated with aging and pathological change (Figure 1) . Normative assessment of mobility should also consider risks to staff and residents, including the risk of resident falls and skin tears (Benbow, 2009; Cameron et al., 2012) .
A continuum of levels and corresponding assistance exists between mobility independence, where no assistance is required, and dependence, where maximal assistance is required. If staff assist residents more than is required, they may effectively impose dependence on residents (Gignac & Cott, 1998 )-shown schematically in Figure 2 . It is, therefore, necessary that the degree to which staff assist during mobility events is well operationalized. Staff input during transfers and walking can range from distant supervision through to physical assistance requiring the use of equipment such as hoists (Table 1) . Along the continuum, staff input may be in the form of nonverbal communication such as gestures and verbal cues that facilitate resident movement (Kindblom-Rising et al., 2010; Oddy, 1987) .
When the approach taken toward care in nursing homes is driven by task completion, relationships and holistic care that acknowledge the importance of mobility may suffer (Bourret et al., 2002; Kontos & Naglie, 2007; Brown Wilson, 2000; Brown Wilson & Davies, 2009) . A taskoriented approach may see mobility tasks given lower priority than tasks considered essential, such as hygiene; mobility-related tasks may not even occur (Bowers et al., 2000) . Such restriction of mobility results in loss of mobility capacity (Lawton & Nahemow, 1973) .
Person-and Relationship-Centered Care
The use and inclusiveness of "person-centered" versus "relationship-centered" care are not clear (Rockwell, 2012) . However, both may be relevant to resident mobility. At the microlevel, person-centered care approaches provide important insights regarding communication and relationships with residents that contribute to residents' quality of life and may "have a high utility in practice" (Dewing, 2004, p. 41) . At the mesolevel, "relationship-centered" care provides a way of understanding and, therefore, addressing elements that constitute "successful services" (Ryan, Nolan, Reid, & Enderby, 2008, p. 78) .
Person-centered care has been defined as more than individualized care, being holistic, respectful, and empowering (Morgan & Yoder, 2012) . A person-centered approach also requires staff to "know" the resident, to negotiate and support resident autonomy and choice, and to be trustworthy (McCormack & McCance, 2006) . Individualized care can be provided in a task-oriented way with these elements missing (Brown Wilson & Davies, 2009 ). Person-centered care can, thus, be distinguished from individualized care by incorporating knowledge of the person, familiarity, trust, and negotiation within the resident-staff relationship. Task-oriented care is more likely to involve instrumental interactions or "pragmatic relationships" (Brown Wilson, 2009 , p. 1752 .
The value of using person-centered approaches to care may be the possibility for personhood to be maintained for all residents. Hughes (2001) posits a view of the person that defines people as "situated embodied agents." This view may be practically useful as it encompasses the spectrum of residents' states of being and autonomy, from independence through to full dependence. All residents, regardless of their state of being, are in time and place, that is, situated and embodied until they die. Many residents are also in control of their actions and behaviors where they act as agents. In cases where residents have severe dementia, staff, families, and other proxies act as agents for the resident. It is argued that from this position that staff can construct or imagine a meaningful relationship to enable person-centered care, rather Manual assistance refers to light manual cues that assist a resident's own movement rather than manual assistance where physical force or effort is required to lift or move a resident or parts of their body. than depersonalized and task-oriented care (Davis, 2004; Kontos & Naglie, 2007) .
Studies highlight the value of a focus on both the resident-staff relationship and broader relationships within interventions designed to improve residents' quality of life, function, and behavior. Person-centered strategies and professional support for staff may enhance resident and staffs' experiences during bathing care (Gaspard & Cox, 2012) . Person-centered care may reduce agitation in people with dementia (Chenoweth et al., 2009) , including during hygiene care (Sloane et al., 2004) . Staff time efficiency may improve when residents' behavioral needs are addressed in the short term (Kontos & Naglie, 2007) . A personoriented approach may assist staff to negotiate and provide quality initiation and termination to their care tasks (Hallberg, Holst, Nordmark, & Edberg, 1995) . A systematic review of qualitative studies suggested that a relationship-centered approach may improve residents' quality of life and care experiences and assist residents to feel more autonomous and in control (Bradshaw, Palyfors, & Riazi, 2012) . Given the paucity of evidence , by exploring mobility care from the perspective of the resident-staff relationship (the microlevel) and relationships beyond the residentstaff dyad (the mesolevel), the relevance of the person-and relationship-centered approaches to mobility care may be clarified.
Mobility Care-The Resident-Staff Relationship
In a person-centered approach to mobility, assessment should take into account needs defined and expressed by residents (Higginson, Hart, Koffman, Selman, & Harding, 2007) . A residentstaff relationship based on person centeredness, rather than instrumental interactions, may enhance staff skills in mobility care. As resident mobility is often preliminary or integral to other activities, a person-centered approach to activities, such as getting out of bed, may facilitate subsequent care. Care staff's knowledge regarding residents' life histories may assist them to inspire residents to make mobility efforts for activities that have meaning and importance in their lives. Personcentered care may also ensure that care staff are not forceful when mobilizing residents. Residents with dementia often develop a form of rigidity and contractures (Souren, Franssen, & Reisberg, 1995) . Pain can occur when limbs are moved suddenly or forcefully, resulting in agitation and spiralling muscle spasm, which can be interpreted as resistance. Associated contracture, anxiety, or other behavioral symptoms may result in difficulty with functional activities such as dressing and transfers, increasing staff manual handling challenges (Souren et al., 1995; Wångblad et al., 2009) . When task completion is the focus rather than residents' needs, staff gentleness, patience, and care during mobilization may be compromised.
Mobility Care and Relationships Beyond the Resident-Staff Dyad
Good communication and supportive relationships within teams are needed in nursing homes (Scott-Cawiezell, 2005; Scott-Cawiezell et al., 2004) . Collaboration between staff is important for quality mobility care and safe manual handling (Nelson et al., 2005; Wångblad et al., 2009 ). The Senses Framework, defined by Nolan and colleagues (2008) as a relationship-centered framework, provides a structure to examine the needs of all stakeholders relevant to mobility care. This framework was developed when it was recognized that nursing home staff may provide task-oriented care due to lack of a clear and robust therapeutic framework for care provision (Nolan, Brown, Davies, Nolan, & Keady, 2006) . It comprises six "senses"-the sense of security, belonging, continuity, purpose, achievement, and significancewhich can be utilized to describe the subjective needs of stakeholders.
The framework focuses on collaborative care through relationships and incorporates understanding of the interdependence of outcomes for residents, staff, and families related to mobility care. Empirical work in nursing homes found implementation of the framework enhanced communication and relationships (Barry & Davies, 2006; Davies, Darlington, Powell, & Aveyard, 2003) . The associated concept of an "enriched environment," where the culture of care enables all stakeholders to experience the "sense," is a key goal of the framework (Nolan et al., 2006) .
Mobility Care Objectives Informed by the Senses Framework
Objectives for mobility care situated within a relationship-centered framework were developed by the first author based on definitions and applications of the senses found in the literature ( Table 2 .
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The first author is a physiotherapist with more than 20 years' experience in nursing homes). Face validity of the objectives was established by the coauthors. Through use of the Senses Framework matrix, the wide range of stakeholders and their needs associated with mobility care could be acknowledged. The salience of the objectives was tested using two hypothetical scenarios (Box 1). The scenarios demonstrate a variety of stakeholders' perspectives, and Tables 3 and 4 highlight how the mobility care objectives derived using the Senses Framework as a guide could be evaluated. In Scenario 1 (Table 3) , the physiotherapist and the manager effectively facilitate Mrs H's mobility, which most likely contributes to the resident's, physiotherapist's, and manager's sense of purpose and achievement. By facilitating Mrs H's mobility, the physiotherapist and manager may also contribute to the resident's sense of security and staffs' sense of security and achievement. Scenario 2 (Table 4) demonstrates a situation where objectives that could be evaluated were, in the main, probably not met for Mrs T. On the other hand, objectives relating to the sense of safety for staff were met. Both scenarios suggest that mobility care objectives related to belonging, significance and continuity, may not be easily accessed via observations of mobility events and outcomes and that other qualitative methods may be required to evaluate such objectives.
Box 1. Hypothetical Illustrative Scenarios

Scenario 1
Mrs H is vision impaired, has dementia, and has a history of falls. Concerned about further falls, nursing staff decide to make her sit in a low recliner chair from which she is unable to stand and walk unassisted. One day, the physiotherapist observes staff lifting Mrs H from the chair to stand and walk. Concerned that staff may injure themselves by lifting the resident, the physiotherapist says they should use a standing machine to stand her. However, this means Mrs H is unable to walk when she is transferred from this chair. Mrs H's son, Barry, although concerned about Mrs H having more falls, wants her to continue walking with her walker, which she can do with staff standing by to assist if necessary. Barry knows walking is good for his mother's health and that she enjoys the activity. He talks to the physiotherapist about this. She discusses the problem with the manager and suggests an electric raise chair may solve the problem. The manager locates one. Mrs H is sat in this chair that staff operate, raising the height of the chair so Mrs H is able to stand. Mrs H no longer needs to be manually lifted by the care staff and is able to continue walking.
Scenario 2
Mrs T is sitting in a wheelchair waiting to be transferred into an armchair. Two staff approach her with a standing machine and, without speaking to her, pull her forward to put the standing machine strap behind her back. They pull her further forward by the strap to hook it onto the machine. Staff, one on each side, bend down at the knees to lift Mrs H's legs onto the standing machine footplate. They still do not talk to Mrs T or explain what is happening. The strap is not secured around the resident. One assistant starts to raise Mrs T with the standing machine. As she is being raised the staff take her hands and place them on the side bars of the machine. Mrs T does not stand up fully. Her back is inclined forwards about 40 degrees so she is semi-sitting and the strap has slipped up under her arms. Staff remain focussed on the task of transferring Mrs T not verbally communicating with her or each other while they physically manoeuvre the machine into place. Mrs T is lowered into an armchair and staff release the strap from the machine. Mrs T spontaneously removes her hands from the machine as the strap is pulled out from behind her. The machine is pulled away by one assistant and Mrs T's feet slide off the footplate. The other assistant adjusts Mrs T's clothing and the two staff then leave without speaking to Mrs T who looks blankly ahead. 
Discussion and Implications
Although quality care and quality of life remain difficult to define and measure, they are connected to needs expressed by residents as well as those assessed by professionals. To evaluate quality mobility care, objectives are required that are well operationalized and based on meeting needs. Maslow's hierarchy of needs has guided nursing theory over the years, highlighting the importance of meeting physiological needs equated with survival before psychological needs and needs associated with self-actualization (Harvath, 2008; Silton, Flannelly, Flannelly, & Galek, 2011) . As resident quality of life is increasingly associated with high order needs, such as independence and autonomy, the value of this hierarchical view has been questioned (Gupta, Kantor, & Harvath, 2008; Harvath, 2008) . Unlike Maslow's hierarchy, the Senses Framework facilitates equal consideration of "higher order" needs, such as a sense of achievement related to mobility and independence, with "lower order" needs, such as adequate food and hygiene; the framework provides a lens through which staff time provided for mobility assistance would be seen as just as important as time provided for showering assistance. Furthermore, use of the Senses matrix juxtaposes all stakeholders' needs in a way that relationships, interdependencies, and possible tensions resulting from conflicting needs are more evident. This may allow more timely resolution of conflicts such as through counselling for residents whose mobility loss finally indicates hoist-assisted transfers are required to meet staff safety requirements.
As few researchers have evaluated the association between person-and relationship-centered approaches to care and care outcomes, this article outlines a conceptual framework for research into mobility care that appreciates the value of both approaches and explores synergies. The Senses Framework recognizes how the resident-staff relationship would benefit from person-centered approaches, but also how factors beyond the resident-staff relationship, such as leadership, processes, and culture, may need to be considered. It highlights that the feelings and values of all stakeholders may need attention during mobility care. Finally, use of the Senses matrix can guide development of clearly defined practice improvement objectives and consequent selection of a comprehensive range of process and outcome measures for future research into many aspects of nursing home care. The objectives proposed here for a relationship-centered mobility care intervention • Staff seemed safe (though it is not clear whether the resident's mobility needs were met)
YES
• To avoid injury during mobility tasks
• Staff injury did not occur during the mobility event. Staff did not bend their backs and they coordinated their efforts to move the standing machine.
YES remain to be empirically tested. However, this article suggests that linking concrete moments of care, such as staff-assisted mobility events, to a relationship-centered framework for care may be useful.
